INTRODUCTION
Over 160 cases of injury to the heart by pins and needles have been reported (Hermoni et al., 1986) . These objects reached the heart by a number of routes including embolization and penetration from adjacent organs after ingestion. However the most common mode of injury was by direct transthoracic penetration and the majority of these were accidental in nature.
We present the history of a 22-year-old male psychiatric patient who deliberately inserted a sewing needle into his heart via the chest wall. The difficulties in assessing the number of foreign bodies and their location within the thorax are discussed. (Fig. 3) .
Needle injury to the heart 55 Computerized tomography (CT) of the chest (Fig. 4) showed that the needle or needles entered the heart rather than being confined to the chest wall, but it was not possible to be specific about the exact location from the scan.
The patient was transferred to the regional cardiothoracic unit. At operation a single needle was found to have penetrated the left anterior descending coronary artery and entered the substance of the left ventricular wall. This was removed. Further exploration with cardiopulmonary bypass, and X-ray screening failed to reveal a second needle either in the myocardium or elsewhere in the body.
The patient made an uneventful postoperative recovery. Electrocardiograph appearances returned to normal within 3 days and he was transferred back to the psychiatric hospital 1 week later.
Needle injury to the heart 57 DISCUSSION This case was complicated by the unreliability of the history, and the apparent presence of two needles on the lateral chest X-ray. This was attributed by the radiologist to a double image created by movement of the heart during the exposure required for a lateral chest view (approx 0-08s). This compares with a shorter exposure time of approximately 0-03 s required for an posteroanterior film. The CT scan assisted in demonstrating that the needle was in the heart but was unable to detect the exact location. CT failed to confirm the exact number of needles, again probably due to cardiac motion during the CT exposure time (approx 0-09s). There has been one previous report of the use of CT scan for localization of intracardiac needles in which the CT was used to confirm the findings already obtained by echocardiography (Hermoni et al., 1986) . There are several reports of the use of echocardiography for this purpose (Hsiung, 1985) , (Hoshino et al., 1984) , (Portek & Wright, 1981) , and for the confirmation and localisation of other intracardiac foreign bodies (Fyfe et al., 1987) . (Robison et al., 1988) . This would appear to be the investigation of choice and would have settled the issue of whether there was one needle or more.
While there have been cases recorded of long term survival with needles and other foreign bodies in the heart (Schechter & Gilbert 1969) , (Barrett 1950) , early removal is advised. Mortality in patients sustaining needle injury to the heart may approach 50%, the majority due to cardiac tamponade (Schechter & Gilbert 1969) . Subsequent problems encountered following intracardiac foreign bodies include endocarditis, pericarditis, embolization, fistula formation and myocardial damage.
In conclusion we would advise echocardiography rather than CT scan for accurate detection and localization of foreign bodies within the heart.
